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Figure 1. Pre Procedure CT Angio-Long segment total occlusion of descending
Thoracic & Abdominal Aorta with Collaterals.
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19th CardioVascular Summit: TCTAP 2014Case Summary:
We should be careful to deliver the device through the malapposed stent. Holding by
dilated balloon may be a useful method for the slipped stent.
TCTAP C-198
Endovascular Repair of Long Total Occlusion of Thoracic Aorta - Takayasu
Aortatis
Sridhar Kasturi
Sunshine Heart Institute, India
[Clinical Information]
Patient initials or identiﬁer number:
47 years old male
Relevant clinical history and physical exam:
47 years old male admitted on 30-09-2013 with history of sudden onset of acute
paraparesis of both lower limbs with Oliguria, Pufﬁness of face and severe Hyper-
tension which is not undercontrol inspite of taking four Anti-Hypertensive drugs.
Patient underwent two cycles of Haemodialysis for Acute Renal Failure with fall of
Serum Creatinine from 4.8 mg/dl to 2.4 mg/dl with improved urine out put; recently
detected Diabetic status treated with Insulin therapy. Patient is a known Hypertensive
since 7 years, Alcoholic, Diabetic since 3 months.
On examination patient is Conscious, Coherent and well oriented, PR-90/min, Bp-
200/110 mm Hg, CVS-S1+, S2+, S30, S4+, No murmurs, lungs-clear, Both radials
well felt with very feeble both femorals. Both upper limbs-muscle power 5/5, both
lower limbs-muscle power 2/5, Anemia corrected with two units of packed cell
infusion, Planned for Endovascular repair of Aorta.
After Investigations diagnosis of Takayasu’s Aortoarteritis with long segment total
occlusion of Thoracic Aorta after left Subclavian Artery to just above the RenalS188 JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP AbstractArteries origin was made. CT-surgeon opinion was taken for any surgical correction
but surgery was differed due to underlying Renal disease with long segment Aortic
disease referred for any possibility of endovascular repair.
Relevant test results prior to catheterization:
Investigations-Hb-8 gm%, ESR-65mm/hr, CRP levels-42, S.Cr-1.2mg/dl, Blood urea-
33mg/dl, RBS-78mg/dl, Serum Electrolytes-Sodium-130 meq/L, Potassium-4.1meq/
L, Chloride-86meq/L. HbsAg, HIV and HCV-Negative, EKG-Normal.,2D Echo-No
RWMA, Trivial MR, Normal LV Systolic function, EF-63%, Grade I diastolic
dysfunction, minimal Pericardial Effusion. Colour Doppler Study-Biphasic ﬂow in
both limbs Superﬁcial Femoral Artery, Common Femoral Artery & Popliteal Artery,
Damped monophasic ﬂow in both limbs Tibial Arteries & DPA.
Patient was evaluated with MRI and CT-Angio which revealed Takayasu Aortitis
CT-Aortogram (14-08-2013) ﬁndings suggestive of long segment Thrombus noted
from the distal arch of Aorta, Descending Thoracic Aorta and upper Abdominal
Aorta up to just above the origin of Superior mesenteric artery causing partial
occlusion of descending Thoracic Aorta up to 3.6 cm and complete occlusion of
rest of descending Thoracic aorta and Abdominal Aorta. Rim of Intimal Calciﬁ-
cation noted in the descending Thoracic Aorta. Multiple diffuse superﬁcial Col-
laterals arising from the Internal mammary arteries and Inferior Epigastric Arteries,
External Iliac Arteries. Distal part of Celiac Plexus is normal with occlusion at the
origin. Right kidney normal in size 84mmX35mm, Left kidney normal in size
88mmX29mm.
MRI-Aortogram (14-08-2013) ﬁndings suggestive of Aortogram ﬁndings suggestive
of long segment Thrombus noted from the Distal Arch of Aorta, Descending Thoracic
Aorta and upper Abdominal Aorta up to just above the origin of Superior mesenteric
Artery causing partial occlusion of Proximal Descending Thoracic Aorta and complete
occlusion of rest of Descending Thoracic Aorta and Abdominal Aorta.
Relevant catheterization ﬁndings:
Antigrade puncture of left brachial artery was done, Aortic arch Angiogram was done
using 6 Fr. Sheath and 6Fr Pig tail catheter which showed total Occlusion of
Descending Thoracic Aorta just below the left Subclavian Artery origin.
6Fr Sheath was inserted through Left Femoral Artery route, check angio of Abdominal
Aorta was taken with 6Fr Pig tail catheter which showed total Occlusion of
Abdominal aorta just above the both Renal Arteries.
[Interventional Management]
Procedural step:
Initial attempts to cross long segment lesion with Terumo,Amplatz wires failed, ﬁnally
long segment of totally Occluded Thoracic and upper Abdominal Aorta was crossed
with Shinobi wire using 2.0mmX12mm Balloon support by careful inch by inch
advancement of balloon and Shinobi wire together, Serial balloon dilatations were
carried out with 2.0mmX12mm, 3.0mmX38mm, 4mmX32mm and 7.0mmX40mm
Balloons. Shinobi wire Exchanged with 0.032” Amplatz guide wire over which Pigtail
catheter was introduced, injection showed diffusely diseased Thoracic & Abdominal
aorta. Redilatations were done with 12mmX40mm Advance 35LP PTA balloon. Two
14mmX80mm Zilver 635 Vascular Stent (Self-Expandable) deployed in Descending
Thoracic Aorta Extending from Proximal site just Distal to left Subclavian Artery
origin to Distal Thoracic Aorta with minimal overlap of the stents. Another
14mmX50mm Zilver 635 Vascular Stent (Self-Expandable) was deployed Distal to
second Stent extending up to Abdominal Aorta just above the Renal Arteries. Post
dilatation done with 15mmX25mm Advance 35LP PTA balloon at 6-8 atms. Post
Aortoplasty with Stenting Angio showed well Expanded 3 Stents with good Antigrade
ﬂow. The ﬁnal result was good without any complications. Pre Aortoplasty pressures-
Upper limb BP - 240/120 mmHg, Lower limb BP - 90/60 mmHg, Post Aotoplasty
pressures-Upper limb BP - 140/80 mmHg, and lower limb BP - 130/80 mmHg with no
signiﬁcant gradient after Aortoplasty.s/CASE/Peripheral Vascular Intervention (Non-carotid, Non-neurovascular)
Figure 2. Procedure-Two 14x80mm Zilver 635 Vascular Stents (Self-Expandable)
deployed in descending thoracic aorta, 14x50mm Zilver 635 Vascular Stent
(Self-Expandable) was deployed in abdominal aorta just above the renal
arteries and Post Stenting balloon dilatations with 15x25mm Advance 35 LP
PTA balloon.
Figure 3. Post Procedure 10 days Follow up CT-Angio study showing patent
Stents of the Aorta with well patent both Renal Arteries.
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19th CardioVascular Summit: TCTAP 2014Case Summary:
47 years old male was referred for acute onset of both lower limbs weakness with
claudication and uncontrolled hypertension with recent ARF. Initial CT Angio and
MRI Angio revealed long segment total occlusion of thoracic and upper abdominal
aorta. Endovascular repair of totally occluded long segment disease of Thoracic aorta
and upper abdominal aorta was done through left brachial and left femoral approach.
Occluded aortic segment was crossed with shinobi guide wire with balloon sup-
port.After multiple and serial dilatations with 2.0mmX12mm, 3.0mmX38mm,
4mmX32mm and 7.0mmX40mm and 12mmX40mm Advance 35LP PTA Balloons,
Three self expanding Zilver stents (Two 14mmX80mm and one14mmX50mm) were
deployed extending from distal thoracic aortic arch to upper abdominal aorta just
above the renal arteries level. Post aortoplasty stenting angio views showed excellent
end result with good antigrade ﬂow and no signiﬁcant gradient across thoracic and
abdominal aorta. Post Procedure stay was uneventful with well controlled Hyper-
tension on single Anti-Hypertensive drug (Amlodipine 5mg BID) with relief of
Claudication and improved both lower limbs muscle power to 5/5. Patient was dis-
charged with signiﬁcant relief of symptoms on 6th post procedure day. Followup CT-
Angio done on 10-11-2013 showed well patent Aortoplasty with three stents and fully
patent Celiac, Superior Mesenteric and both Renal Arteries.
TCTAP C-199
Recanalization of Subclavian Vein Chronic Total Occlusion
Anwar Ibrahim Khan
Oxford Hospital, India
[Clinical Information]
Patient initials or identiﬁer number:
GD
Relevant clinical history and physical exam:
A 60 years lady known case of diabetes mellitus, hypertension and chronic kidney
disease, had underwent arterio-venous ﬁstula formation between brachial artery and
vein in right upper arm for hemodialysis. Following ﬁstula formation, she developed
marked swelling of whole right upper arm. Earlier for last one year, she used to had
hemodialysis from right subclavian and later from femoral vein access.
Relevant test results prior to catheterization:
MSCT angiogram revealed total occlusion of right subclavian vein with collateral
formation.
Relevant catheterization ﬁndings:
Right arm ﬁstulous venogram revealed total occlusion of subclavian vein in its mid
segment with collateral formation. She was planned for recanalization of
subclavianvein.
[Interventional Management]
Procedural step:
Right femoral vein was punctured and retrograde recanalization was attempted with Terumo
guide wire but failed. Attempt to cross antegradely from peripheral ﬁstulous vein also failed.
Then subclavian vein was punctured in its lateral one third and a 5F sheath was introduced
partially. Sheath was stabilized by placing a guidewire in veinous collateral and then crossed
the chronically occluded medial segment of subclavian vein with hydrophilic CXI catheterJACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASand 035 Terumo guide wire. Guide wire was retrieved from right femoral vein and then
balloon angioplasty was done, Then a long 7F shuttle sheath was placed retrogradely in
subclavian vein vein beyond occluded segment. Then a 14x150mmself expanding stentwas
deployed and post dilated with 10x40 mm high pressure balloon catheter. Post stenting
angiogram showed good result with with brisk ﬂow in subclavianvein.
Case Summary:
Background - Long term risk of central venous access include occlusion which can occur
within days of catheter placement and is a common problem in patients requiring repeated
access. Themechanismof venous occlusion includesmechanical disruptionof bloodﬂow,
endothelial injury, inﬂammation, scarring and activation of coagulation factors.
Case report- A 60 years lady known case of diabetes mellitus, hypertension and chronic
kidney disease, had underwent arterio-venous ﬁstula formation between brachial artery
and vein in right upper arm for hemodialysis. Following ﬁstula formation, she devel-
oped marked swelling of whole right upper arm. Earlier for last one year, she used to
have hemodialysis from right subclavian and later from femoral vein access.
Method -MSCT angiogram revealed total occlusion of right subclavian vein with collateral
formation. Right arm ﬁstulous venogram revealed total occlusion of subclavian vein in its
mid segment with collateral formations. She was planned for recanalization of sub-
clavianvein. Right femoral vein was punctured and retrograde recanalization was attempted
with Terumo guide wire but failed. Attempt to cross antegradely from peripheral ﬁstulous
vein also failed. Then subclavian vein was punctured in its lateral one third and a 5F sheath
was introduced partially. Sheath was stabilized by placing a guide wire in veinous collateral
and then crossed the chronically occluded medial segment of subclavian vein with hydro-
philicCXIcatheterandTerumoguidewire.Guidewirewas retrieved fromright femoral vein
and then balloon angioplasty was done, Then a long 7F shuttle sheath was placed retro-
gradely in subclavian vein vein beyond occluded segment. Then a 14x150 mm self
expanding stent was deployed and post dilated with 10x40 mm high pressure balloon
catheter. Post stenting angiogramshowedgoodresultwithwithbriskﬂow in subclavianvein.
Result - She was put on aspirin and clopidogril and had marked reduction in arm
oedema. on follow up after one week Vascular Doppler study showed patent sub-
clavian vein. But she had asymptomatic right Internal jugular vein thrombosis which
was conﬁrmed by Magnetic Resonance Angiography.
Conclusion- Chronic occlusion of subclavian vein is mainly iatrogenic and underap-
preciated and causes signiﬁcant morbidity. Recanalization with stent is a safe and
effective treatment for symptomatic chronic occlusion.
TCTAP C-200
Ruptured Aortic Pseudoaneurysm Causing Aorto Bronchial Fistula After Aortic
Valve Replacement and Successful Endovascular Repair Using ASD Amplatzer
Device
Narendra Nath Khanna
Indraprastha Apollo Hospitals, India
[Clinical Information]
Patient initials or identiﬁer number:
DD
Relevant clinical history and physical exam:
This is a story of a 67 years old patient of severe aortic stenosis who underwent aortic
valve replacement. Five months after the procedure, she developed haemoptysis. She
was examined by a physician who ordered for anX-ray chest. The chest X-ray revealed a
large radio opaque shadow in the right hemi thorax and anterior mediastinum. A CAT
scan of thorax was ordered and it revealed:
 A large pseudo aneurysm of the ascending aorta burrowing into the rt.
Bronchus causing an aorto – bronchial ﬁstula (cause of haemoptysis).
 Pseudoaneurysm arose from the site where the aorta was opened for aortic
valve replacement.
 Distance from the aortic valve /coronary ostium to innominate artery was
8/7.5cm.
 Thepatientwas airlifted to IndraprasthaApolloHospital,NewDelhi, India. Surgery
was considered very high risk because of anterior and reterosternal extension of the
aneurysm and very poor general condition of the patient. Therefore, the patient was
referred tous for endovascular repair.Theendovascularoptionsweredevice closure
using PDA, ASD, vascular plug devices or a stent graft for ascending aorta.
Relevant test results prior to catheterization:
 CAT scan revealed a large pseudo aneurysm (11cm x 5cm) of the ascending
aorta burrowing into the rt. Bronchus causing an aorto – bronchial ﬁstula
(cause of haemoptysis).
 Pseudoaneurysm arose from the site where the aorta was opened for AVR.
 Distance from the aortic valve/coronary sinus to innominate artery was
8/7.5cm.
Relevant catheterization ﬁndings:
Angiography was done using 5 Fr diagnostic Multipurpose catheter. It revealed a large
pseudoaneurysm of the ascending aorta. The catheter could be passed into the
pseudoaneurysm.
[Interventional Management]
Procedural step:
The patient was taken up for the procedure. She was given general anesthesia and left
femoral artery and vein were exposed for a possible fem -fem cannulation for extra
corporeal bypass in case the procedure is unsuccessful or gets complicated and emergency
surgery is required. Trans Esophageal Echocardiography was done during the procedure.
A 4 Fr multipurpose diagnostic catheter was passed into the pseudoaneurysm and a
0.035 inch Amplatz super stiff guide wire was passed through it and parked deep intoE/Peripheral Vascular Intervention (Non-carotid, Non-neurovascular) S189
